The patient was readmitted to the hospital 2 months after her abscess resection for the right upper lobe lobectomy. Lung tissue specimens from the resected lobe revealed acute and chronic bronchitis and fibrosis with intra-alveolar hemorrhage. Fungal KOH stains were negative and a washing of the specimen grew P aeruginosa, but no fungi. The patient remains neurologically normal 12 months after abscess resection.
DISCUSSION
Only ten cases of brain abscess in cystic fibrosis have been previously reported ( This present case also differs from earlier reports in the organism that caused the abscess. In five cases, either aerobic or anaerobic bacteria were cultured from the abscess cavityl"2'6 while cultures were either sterile3'5 or not reported4'7 in the others. Blastomyces dermatitidis, an unusual cause of intracranial abscess in children,9'13 was recovered from our patient. Central nervous system blastomycosis is usually caused by hematogenous spread from a pulmonary source.11 Although we cannot determine whether the primary focus of infection in our patient was her lung, the organism never grew on several sputum cultures that were sent in the period prior to the diagnosis of her brain abscess. Her right upper lobe was severely bronchiectatic and colonized with P aeruginosa for many years and the possibility of a recent cocolonization with B dermatitidis exists. It is also possible that the amphotericin B eradicated the organism from her lungs by the time that the right upper lobe lobectomy was done.
We believe that our patient contracted blastomycosis while vacationing in northern Wisconsin, an area that is endemic for B dermatitidis.9"2"4 Since her family frequently visited this area, it is impossible to determine exactly when she was initially exposed to the organism. We are uncertain whether the oral steroids played a role in her acquisition of this infection.
This case demonstrates that unusual infections caused by uncommon organisms may complicate the course of CF in children. yV--noted the patient to have a BP of 68/42 mm Hg, and an irregular pulse rate of 26 beats/min. A cardiac rhythm (lead 2) suggested a third-degree heart block with junctional escape rhythm. The patient was transported to the local emergency department where one of the staff physicians inserted a pacing Swan-Ganz catheter (Baxter model 93-200 H-7F, Edwards Swan-Ganz Pacing TD Catheter with AMC Thromboshield) with successful capture at a rate of 80 beats/min; vital signs improved (Fig 1) . Cardiac enzymes subsequently became positive.
The patient had a history of high BP, type II diabetes mellitus, and peripheral vascular disease. She had a myocardial infarction in June 1991. Coronary angiograms at that time revealed 40 percent narrowing of the right carotid artery, 30 percent narrowing of the trunk of the circumflex, and 50 percent narrowing of the proximal anterior descending branch. The ejection fraction at that time was estimated to be 40 percent. An anterior apical wall aneurysm was also identified on the echocardiogram. A chest radiograph obtained at the time of this hospital admission revealed normal heart size and a light diffuse bilateral lower lobe infiltrate. A Swan-Ganz catheter was noted to loop in the right ventricle and terminate in what was reported as consolidated right lower lobe. The attending physician presumed the Swan-Ganz catheter was properly positioned because of appropriate pacer capture. The nurses reported either the "inability to 'wedge' the catheter" or "abnormal pulmonary artery pressures on monitoring" and appropriate hemodynamics were thus not obtained. Cardiology consultation confirmed the diagnosis of an acute inferior wall myocardial infarction with complications of complete heart block and congestive heart failure. They recommended observation for 7 days prior to the decision to insert a permanent pacemaker.
On the fourth hospital day, acute respiratory failure developed. Arterial blood gases indicated a pH of 7.41, Pco2 of 23.9 mm Hg, Po2 of 48.9 mm Hg, HCO3 of 50 mmol/L, and SaO2 of 86 percent (FIo2 of 45 percent). The patient had a WBC count of 19,400 cells per ml with 75 percent polymorphonuclear cells, 9 percent bands, 9 percent lymphocytes, and 6 percent monocytes. Liver enzyme levels were markedly elevated with respect to those at hospital admission (Table 1) . A new chest radiograph revealed the heart size to be normal. Persistent bilateral basilar infiltrates were seen. The Swan-Ganz catheter appeared looped in the right ventricle with the tip of the catheter below the diaphragm and presumed in the right hepatic vein (Fig 2) . Echocardiogram revealed an ejection fraction of 10 to 20 percent.
In view of the inappropriate placement of the Swan-Ganz catheter and suspected hepatic vein obstruction, the decision was made to replace the catheter. The patient was 100 percent dependent on the pacemaker as indicated by a trial of turning off the pacemaker resulting in the patient's heart rate dropping to 30 beats/min with an occasional junctional escape rhythm and systolic BP dropping to 40 mm Hg. A new pacing Swan-Ganz catheter was inserted before removal of the old catheter with the use of fluoroscopy to ensure appropriate placement and to detect possible entanglement with the initial Swan-Ganz catheter. This was performed successfully with appropriate pacemaker capture. Hemodynamics were now appropriately recorded (Table 1) . 
